This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms. Hodgkin's lymphoma in a patient with acute lymphoblastic leukemia while on maintenance: A rare second malignant neoplasm Editor, The improved survival in patients with childhood malignancies has caused an increase in the incidence of second malignant neoplasms. Common second malignancies that occur after leukemia treatment include brain tumors, non-Hodgkin lymphoma, thyroid cancer, and sarcomas. [1] The relative incidence of second malignant neoplasms comes to around 4%. [2] Only few cases of Hodgkin's lymphoma (HL) developing after acute lymphoblastic leukemia (ALL) have been reported so far in the literature. Here we report a case of 17-year-old male who developed HL while on maintenance.
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A 17-year-old boy was evaluated with symptoms of tiredness and was diagnosed as B lymphoblastic leukemia with normal cytogenetics. He was treated with Berlin-Frankfurt-Munster (BFM)-90 protocol. After induction, consolidation, and re-induction, prophylactic cranial irradiation was started on maintenance chemotherapy (6 mercaptopurine plus methotrexate) as on BFM protocol.
On completion of 8 months of maintenance, he was evaluated with neck nodes in the neck. On clinical examination, the patient was found to have bilateral neck nodes with a maximum size of 1.5 × 1.5 cm. There were no other significant enlarged lymph nodes. A contrast-enhanced computed tomography (CT) showed multiple enlarged cervical lymph nodes (level II-IV), on both sides of the neck with central necrosis [ Figure 1 ]. The CT scan also revealed mild hepatomegaly of size 17 cm without any focal lesions.
An excision biopsy from the neck node was done and it showed few atypical large mononucleate and binucleate cells with prominent nucleoli mixed with several eosinophils, occasional Figure 2 ]. Bone marrow study was normal. A positron emission tomography (PET) scan was also done, which showed only fludeoxyglucose avid nodes in the neck. The patient was planned to be treated as HL along with continuing maintenance. After completion of chemotherapy, PET scan showed the patient to have achieved a complete response and received radiotherapy. The patient has no evidence of disease on last follow-up of 6 months after completion of maintenance therapy.
Therapy-associated second malignancies occur at median duration of 1-3 years of diagnosis in cases of topoisomerase II-induced secondary leukemias, while the median duration for development of radiation-induced second malignancy is around 5-9 years. HL as a second malignancy in patients with ALL was first reported in 1975. [3] Development of HL during maintenance therapy is even rarer. One of the differential diagnosis was immunodeficiency-associated lymphoproliferative disorder. They are usually aggressive B-cell neoplasm and are associated with the Epstein-Barr virus. [4] Declaration of patient consent The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
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Sequential surprises; Non endemic mycoses revealing immunodeficiency
Editor, Histoplasmosis is an under-recognized disease in India which should be considered in the differential diagnosis of patients with prolonged fever and granulomatous disease on histopathology without response to anti tubercular drugs. [1] A 34 year old male, an auto-rickshaw driver was admitted with high grade fever and cough with mucoid sputum for two months. He denied history of weight loss, high risk behaviour, overseas travel (Central and South America, Africa and Australia), contact with pets or wild animals, had no sick contacts, and had no history of addictions. On examination he had enlarged cervical lymphnodes which were discrete and non tender, high-grade fever and fine inspiratory crepitations in the left infra axillary and infra scapular areas.
Chest X-ray showed left lower lobe consolidation. HIV, hepatitis B and hepatitis C serologies were negative. Blood and sputum cultures were sterile. Sputum for acid fast bacilli was negative. Contrast enhanced computed tomogram of thorax showed left lateral basal segment consolidation [ Figure 1 ]. Gram stain, acid fast bacilli staining and fungal stain of bronchial washings and bronchio alveolar lavage were negative. Fungal, bacterial and mycobacterial culture of bronchial washings and bronchio alveolar lavage yielded no growth. Cervical lymph node biopsy showed suppurative granulomatous lymphadenitis. GeneXpert test for tuberculosis was negative. Work up for other causes of granulomatous lymphadenitis including serology for brucellosis, serum angiotensin converting enzyme level and C and P anti-neutrophil cytoplasmic antibodies were negative. He was started on anti tubercular drugs empirically considering tuberculosis as the likely cause for granulomatous lymphadenitis and left lower lobe consolidation, even though the tests were negative. After six months of anti tubercular drugs he developed two swellings over the scalp.
He had occasional fever, cough and loss of weight during the six months. Repeat physical examination showed two soft, fluctuant and tender scalp swellings (5 × 4 cm and 1 × 2 cm) with bilateral infra axillary and infra scapular fine crepitations. Hemoglobin was 9.8 g/dl total leucocyte count 23,400/mm 3 with 84% neutrophils, platelet count 4, 69,000/mm 3 , erythrocyte sedimentation rate 99 mm in 1 h and c reactive protein was 18 (normal range <6.0 mg/L). Chest X-ray showed bilateral lower lobe consolidation. Ultra sonography of abdomen showed mild hepatosplenomegaly. Repeat contrast enhanced computed tomogram of thorax showed consolidation in right upper, mid, and bilateral lower lobes with multiple mediastinal, subcarinal and paratracheal lymph nodes.
The pus from the scalp abscess was drained and the abscess wall histopathology revealed intracellular oval shaped fungal organisms with narrow-based budding morphologically consistent with histoplasmosis [ Figure 2a and b]. Culture of pus on Sabouraud's dextrose agar showed growth of dimorphic fungus (yeast form at 37°C and mould at 22°C) after 5 weeks. He was diagnosed to have disseminated histoplasmosis. Work up for an underlying immunodeficient state revealed chronic granulomatous disease (dihydrorhodamine tests showed no uptake in neutrophil oxidative burst after phorbol myristate acetate stimulation). The patient was initially treated with liposomal amphotericin B for 14 days at a dose of 3 mg/kg followed by itraconazole 200 mg twice daily. When reviewed after 2 months he was afebrile, had no cough and the scalp swellings disappeared.
Differential diagnosis for a man with granulomatous lymphadenitis and unresolving pneumonia with new onset swellings over the scalp include a variety of infectious and non infectious causes. Differential diagnosis of granulomatous
